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Editorial Comment
Compliments to the authors for presenting a small, single-
center pilot study looking at the impact of amniotic 
membrane as an adjunct to urethral dilation in improving 
recurrence and symptom-free duration for the management 
of anterior urethral stricture. Their conclusion that amniotic 
membrane adjunct would not reduce the risk of recurrence 
could be related to multiple factors.[1]

Urethral dilatation has never been considered a curative 
treatment. The multiple irregular tears that dilatation causes in 
the stricture area likely heal with increased fibrosis. The question 
would be, could the amniotic membrane adjunct work after 
visual internal urethrotomy that has a single clean incision?[2,3]

Amniotic membrane adjunct prevents fibrosis but would not 
have much role in preexisting fibrosis. Most strictures would 
already have a significant fibrosis in place, and amniotic 
membrane adjunct is unlikely to reduce the ongoing fibrotic 
process. Could a preprocedure sonourethrogram to rule out 
significant spongiofibrosis improve the results of amniotic 
membrane adjunct?[4‑6]

In this era, when paclitaxel‑coated balloon urethral dilatation 
is increasingly popular, the efforts of the authors to look for a 
cheaper, easily available, and minimally invasive option for 
reducing recurrence of this common problem are appreciable.[3,4]

Tissue engineering and scar modulation to augment stricture 
treatment is an exciting area of research, but the role of 
acellular matrix is limited owing to inadequate native 
cellular ingrowth past 1 cm from the native urothelium. 
Steroids, mitomycin C, paclitaxel, and hyaluronidase are 
being currently used to augment the endoscopic urethral 
stricture treatment. Platelet‑rich plasma, adipose‑derived 
mesenchymal stem cells, and tyrosine kinase and YAP/
TAZ‑pathway inhibitors like nintedanib which is a 
competitive inhibitor of both nonreceptor tyrosine 
kinases (nRTKs) and RTKs hold promise but need additional 
prospective studies. Currently, cellular and noncellular 
therapies have been receiving considerable attention due 
to their regenerative capacity, and scar inhibitors such as 
rapamycin and docetaxel, placed into the stricture after 
urethrotomy to modulate the scar have been used.[3,4]

A myriad of options exists with a multitude of mechanisms of 
action and treatment delivery. The current use of these adjuncts 
is not specifically endorsed by any international urological 
society guidelines due to limited long‑term follow‑up and 
uncertainty about the optimal drug, dose, volume, and delivery 
technique including off‑label use of these agents.[3]

Posturethral dilation, a small‑size catheter should be used and 
that should be removed before 72 h as there is no evidence 

suggesting that leaving the catheter longer than 72 h or use 
of large size catheter improves safety and outcomes.[7]

In the presence of options with better long‑term results for 
anterior urethral stricture like one‑stage urethroplasty for 
penile urethral stricture and nontransecting urethroplasty with 
or without augmentation for bulbar urethral stricture <1.5 cm, 
dilation as a primary treatment should be considered very 
carefully and in properly selected patients only.[1]
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